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MEDICAID 
MEMO  

 

The purpose of this memorandum is to notify providers that certain services currently reviewed by 
DMAS’ Medical Support Unit (MSU) will be reviewed by Keystone Peer Review Organization (KePRO), 
DMAS’ service authorization contractor. KePRO will begin accepting requests, regardless of the dates of 
service, on April 1, 2012. KePRO will provide web based training sessions for providers starting March 
19, 2012. Providers may access these training sessions by going to http://dmas.kepro.com and clicking on 
the Training tab.  
 
The services that require service authorization through KePRO effective April 1, 2012 are attached to this 
memo.  Provider Manuals will be updated and posted on DMAS and KePRO websites prior to April 1, 
2012.   
 
New Procedure Codes That Will Require Service Authorization, Beginning April 1, 2012 
Effective April 1, 2012 the procedure codes on the attached spreadsheet marked with an asterisk and 
bolded will require service authorization prior to claims submission to obtain payment for services.  
There is no retroactive authorization period for these services, except for retroactive eligibility 
determination. These codes require service authorization effective April 1, 2012 prior to rendering 
services. The only instance KePRO will approve services retroactively on and after April 1, 2012 for 
these new codes requiring service authorization is when the provider demonstrates retroactive 
Medicaid eligibility determination for members. 
 
KePRO will allow retroactive reviews for service requests submitted through June 30, 2012 for all other 
procedure codes on the attached list that are not bolded or marked with asterisk. Effective July 1, 2012 
KePRO will not authorize requests retroactively for these procedure codes, regardless of the dates of 

TO: All In State Hospitals, Rehab Hospitals, Physicians, Nurse Practitioners, 
Chiropractors, Podiatrists, Optometrists, Opticians, Dentists, Dental Clinics, 
Ambulatory Surgical Centers, Health Departments, Federally Qualified Health 
Centers, Rural Health Clinics, Prosthetics Providers, Independent Labs, Out of 
State Rehab Providers, Out of State DME/Supply Providers, Out of State 
Hospitals, Out of State Physicians, Out of State Dental Providers, and Out of State 
Lab Providers Participating in the Virginia Medical Assistance Programs 

 
 FROM:      Cynthia B. Jones, Director 

Department of Medical Assistance Services (DMAS)  
                                                                              

MEMO:    Special 

DATE:     03/09/2012 

SUBJECT: Services Currently Reviewed by DMAS’ Medical Support Unit Moving to KePRO 
for Review and New Procedure Codes Requiring Service Authorization — 
Effective, April 1, 2012 
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service. The only instance KePRO will approve services retroactively on and after July 1, 2012 for 
the codes not bolded or marked with asterisk on the spreadsheet is when the provider demonstrates 
retroactive Medicaid eligibility determination for members. 
 
General Information Regarding Service Authorization 
Service authorization (Srv Auth) is the process to approve specific services for an enrolled Medicaid, 
FAMIS Plus or FAMIS member by a DMAS enrolled provider prior to service delivery and 
reimbursement. Some services do not require authorization and some may begin prior to requesting 
authorization. Providers are instructed to refer to the appropriate provider manual to determine when 
service authorization is required for specific procedures and to check the DMAS web portal for the most 
current fee file.  The fee file indicates whether a specific HCPCS/CPT requires service authorization for 
DMAS covered services.  
The purpose of service authorization is to validate that the service requested is medically necessary and 
meets DMAS criteria for reimbursement. Service authorization does not guarantee payment for the 
service; payment is contingent upon passing all edits contained within the claims payment process, the 
member’s continued Medicaid/FAMIS eligibility, the provider’s continued eligibility, and ongoing 
medical necessity for the service. Service authorization is specific to an individual member, a provider, a 
service code, an established quantity of units, and for specific dates of service.  
 
Retrospective review will be performed when a provider is notified of a patient’s retroactive eligibility for 
Virginia Medicaid coverage.   It is the provider's responsibility to obtain service authorization prior to 
billing DMAS for these services. Providers must request a service authorization for retrospective review 
as soon as they are aware of the member’s Medicaid eligibility determination.  
 
KePRO’s website has information related to the service authorization processes for all DMAS programs 
they review. Fax forms, service authorization checklists, trainings, and much more are on KePRO’s 
website. Providers may access this information by going to http://dmas.kepro.com.  
 
Submitting Requests to KePRO, effective April 1, 2012 
All submission methods and procedures are fully HIPAA-compliant and in accordance with other 
applicable federal and state privacy and security laws and regulations. Providers will not be charged for 
submission, via any media, for service authorization requests submitted to KePRO.  
 
KePRO will accept requests through direct data entry (DDE) or by fax. The preferred method is by DDE 
through KePRO’s provider portal, Atrezzo Connect. To access Atrezzo Connect on KePRO’s website, go 
to http://dmas.kepro.com. For DDE requests, providers must use Atrezzo Connect Provider Portal.    
 
Provider Registration is Required to use Atrezzo Connect 
The registration process for providers happens immediately on-line. From http://dmas.kepro.com, 
providers not already registered with Atrezzo Connect may click on “First Time Registration” to be 
prompted through the registration process. Newly registering providers will need their 10-digit National 
Provider Identification (NPI) number and their most recent remittance advice date for YTD 1099 amount. 
 
The Atrezzo Connect User Guide is available at http://dmas.kepro.com:  Click on the Training tab, then 
the General tab.   
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Providers with questions about KePRO’s Atrezzo Connect Provider Portal may contact KePRO by email 
at atrezzoissues@kepro.com.   
 
For service authorization questions, providers may contact KePRO at providerissues@kepro.com.  
KePRO can also be reached by phone at 1-888-827-2884, or via fax at 1-877-OKBYFAX or 1-877-652-
9329. 
 
Faxing Requests to KePRO 
Providers must use the specific fax form listed below when requesting services listed on the attachment to 
this memorandum. If the fax form is not accompanied by the request, KePRO will reject the request and 
the provider must resubmit the entire request with the correct fax form. The DMAS 351 
(Procedures/Devices Service Authorization Request Form) and DMAS 363 (Outpatient Service 
Authorization Request Form) are attached to this memorandum.  Forms are also available on KePRO’s 
website at http://dmas.kepro.com.  Providers may click on the “Forms” tab to view a listing of all KePRO 
fax forms, labeled by form number and service type.  
 
Service Type  Fax Form to Use Procedure Code 
0300 Organ Transplant Services DMAS 351 ·  See list attached to this      

memorandum 
·  Includes out of state services 

for procedure codes on 
attached list 

0302 Surgical Procedures DMAS 351 
0303 Prosthetics DMAS 363 
0304 Medical Device, services/maintenance DMAS 351 

 
Timeliness of Submission by Providers, Effective July 1, 2012 and Forward 
All requests for services must be submitted prior to services being rendered. KePRO will allow a grace 
period through June 30, 2012 for providers to submit requests for services already rendered. This grace 
period only applies to the procedure codes attached to this memo. Effective July 1, 2012 there will 
be no retroactive authorization. This means that if the provider is untimely submitting the request, 
KePRO will review the request and make a determination from the date it was received. The days/units 
that were not submitted timely will be denied, and appeal rights provided.  
 
Timeliness for Organ Transplants does not apply. Requests must be submitted to KePRO as soon as the 
need is known and prior to performing the actual transplant.  
 
If a provider had a claims denial due to the absence of service authorization, KePRO will not perform 
retroactive authorization effective July 1, 2012. Providers may appeal the claims denial through DMAS. 
 
Processing Requests at KePRO 
KePRO will approve, pend, reject, or deny requests for service authorization.  When a final disposition is 
reached, KePRO will notify the member and the provider of the status of the request through the Medicaid 
Management Information System (MMIS) letter generation process. For organ transplants, an additional 
letter will be faxed to the provider.  
 
Providers who have received an approved service authorization prior to April 1, 2012 from DMAS’ 
Medical Support Unit will receive an additional letter generated by the MMIS.  This letter is to ensure that 
all approved service authorizations are accessible to KePRO.  These letters will be mailed by March 31, 
2012.  
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If there is insufficient medical necessity information to make a final determination, KePRO will pend the 
request back to the provider requesting additional information. If the information is not received within 
the time frame requested by KePRO, the request will automatically be sent to a physician for a final 
determination with all information that has been submitted. In the absence of clinical information, the 
request will be submitted to the supervisor for review and final determination. Providers and members are 
issued appeal rights through the MMIS letter generation process for any adverse determination. 
Instructions on how to file an appeal is included in the MMIS generated letter. 
 
If services cannot be approved for members under the age of 21 using the current criteria, KePRO will 
then review the request by applying EPSDT criteria.   
 
Specific Information for Service Type 0300 Organ Transplants 
KePRO will review requests for Kidney, Liver, Bone Marrow and Stem Cell, Heart, Lung, Heart/Lung for 
all Medicaid/FAMIS members, and Pancreas and Intestinal and Multi-visceral transplants only for 
Medicaid members under 21 years of age.  Providers must submit requests to KePRO as soon as the 
provider is aware of the need for the transplant and prior to actual transplant procedure. Organ transplant 
services will be reviewed by KePRO within three business day of the submission.  If there is insufficient 
information submitted on the request, the request will be pended and sent back to the provider with a time 
frame to respond. If the provider does not respond to the pended request for clinical information, or 
responds past the time frame given, the request will automatically be sent to a physician for review of all 
information that has been submitted and a final determination will be made. A separate request for the 
inpatient hospitalization must be submitted to KePRO within one business day of the actual 
inpatient hospitalization.  Note that a service authorization for the inpatient admission is not required for 
out-of-state (non-participating enrolled) facilities.  
 
Application of EPSDT Criteria for members under the age of 21, are performed at a Physician 
Reconsideration Review level. Requests for organ transplant services can also be submitted by out-of-
state physicians.  Procedures may be performed out of the Commonwealth of Virginia only when the 
authorized transplant cannot be performed within the Commonwealth of Virginia because the service is 
not available or, due to capacity limitations, the transplant cannot be performed in the necessary time 
period.   
 
Specific Information for Service Type 0302 Surgical Procedures 
Providers must submit requests to KePRO within 14 business days of the need for the surgical procedure 
and prior to rendering services. KePRO will review completed requests within 3 business days of receipt 
and make a final determination. KePRO will use the criteria as indicated on the attachment to this 
memorandum. As of July 1, 2012 there will be no retroactive authorization. This means that if the 
provider is late submitting the request, KePRO will review the request and make a determination from the 
date it was received. The only exception will be member retroactive eligibility determination. The 
days/units that were not submitted timely will be denied and appeal rights provided.  
 
Specific Information for Service Type 0303 Prosthetics 
Provider must submit requests to KePRO within 14 business days of the need for prosthetics and all 
components, and prior to rendering services. As of July 1, 2012 there will be no retroactive authorization. 
The only exception will be member retroactive eligibility determination. This means that if the provider is 
late submitting the request, KePRO will review the request and make a determination from the date it was 
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received. The days/units that were not submitted timely will be denied and appeal rights provided. 
KePRO will review completed requests within 3 business days of receipt and make a final determination.   
 
Service authorization checklists may be accessed on KePRO’s website to assist the provider in assuring 
specific information is included with each request in order to make a final determination for prosthetics 
and components. Information from the DMAS 4001 (Physician’s Certification of Need) may be used to 
complete the checklist. The service authorization checklists are not mandatory in order to complete the 
request.  
 
If providers do not wish to use the service authorization checklist, the provider may submit the completed 
DMAS 4001 (Physician’s Certification of Need) in its entirety as an attachment to the request when it is 
submitted.  
Since the information from the DMAS 4000 (Prosthetic Devices Preauthorization Request Form) has 
been incorporated into the review process, there is no longer a need for the provider to complete it for the 
clinical record. The DMAS 4001 (Physician’s Certification of Need) is still required to be fully completed 
and present in the clinical record as indicted in the DMAS Prosthetics Device Manual, and may be 
reviewed on post payment or quality management review(s).  
 
Specific Information for Service Type 0304 Medical Device, Services/Maintenance 
Provider must submit requests to KePRO within 14 business days of the need and prior to rendering 
services. As of July 1, 2012 there will be no retroactive authorization. The only exception will be member 
retroactive eligibility determination. This means that if the provider is late submitting the request, KePRO 
will review the request and make a determination from the date it was received. The days/units that were 
not submitted timely will be denied and appeal rights provided. KePRO will review completed requests 
within 3 business days of receipt and make a final determination.     
 
Specific Information for Out of State Providers 
Out of state providers (non-participating, enrolled) are held to the same service authorization processing 
rules as in state (participating, enrolled) providers and must be enrolled with Virginia Medicaid prior to 
submitting a request for out of state services to KePRO.  If the provider is not enrolled with Virginia 
Medicaid, the provider is encouraged to submit the request to KePRO, as timeliness of the request will be 
considered in the review process starting July 1, 2012. KePRO will pend the request back to the provider 
for 12 business days to allow the provider to become successfully enrolled.  Providers will not be 
penalized if DMAS does not process the enrollment request within 12 business days. 
 
If KePRO receives confirmation of the provider’s enrollment with Virginia Medicaid within 12 business 
days, the request will then continue through the review process and a final determination will be made on 
the service request.  
 
If the request was pended for no provider enrollment and KePRO does not receive confirmation of the 
provider’s enrollment within the 12 business days, KePRO will reject the request back to the provider, as 
the service authorization cannot be entered into MMIS without the providers National Provider 
Identification (NPI). Once the provider is successfully enrolled, the provider must resubmit the entire 
request. Timeliness from the prior submission will not be considered with the re-submission. 
 
Any provider not enrolled with Virginia Medicaid may do so by going to 
https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderEnrollment. At the toolbar at the 
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top of the page, click on “Provider Services” and then “Provider Enrollment” in the drop down box.  It 
may take up to 10 business days to become a Virginia participating provider.  
 
Review Criteria to be Used 
DMAS criteria for medical necessity will be considered if a service is covered under the State Plan and is 
reasonable and necessary for the diagnosis or treatment of an illness or injury, or to improve functional 
disability. Coverage may be denied if the requested service is not medically necessary according to this 
criteria or is generally regarded by the medical profession as investigational/experimental or not meeting 
the standard of practice.  DMAS criteria includes CMS’ Nationally Recognized Criteria (NRC). 
Therefore, all approvals must meet these agency criteria. All other criteria, including McKesson 
InterQual®, SIMplus®, or other McKesson review products, CMS, EPSDT, and physician review criteria 
are used for guidelines and reference purposes only.   
McKesson InterQual®:  KePRO will apply McKesson InterQual®, SIMplus® criteria or other McKesson 
product criteria to certain services and DMAS criteria where McKesson InterQual® products do not exist.  
See attached list for specific criteria. 

McKesson SIMplus®: KePRO will apply SIMplus® criteria to those procedure codes identified on the 
attached spreadsheet. These services will be reviewed retrospectively since SIMplus® is not designed for 
prospective review of surgeries or for any type of prior authorization.  Its use is solely for retrospective 
review of surgeries. Providers must submit their request timely, within 2 business days, as KePRO will 
apply timeliness to the review process. If there is additional information required KePRO will pend the 
request for 20 business days.  If the provider does not submit the additional information within the 20 
business days specified, then the request will move forward in the review process and a final 
determination made with the information that has been submitted.  

See the attached list of procedure codes at the end of this memo that identifies the criterion to be applied.  
DMAS criterion is listed in the corresponding DMAS provider manuals and may include CMS’ 
Nationally Recognized Coverage guidelines. DMAS provider manuals are located on the Virginia 
Medicaid Web Portal, www.virginiamedicaid.dmas.virginia.gov and the KePRO website 
http://dmas.kepro.com.   
 
Authorizations that Currently Span Past April 1, 2012 
Providers that currently have an approved service from DMAS’ MSU that is approved past April 1, 2012 
need to do nothing. The authorization will be honored and there should be no break in the provider’s 
service. Providers must use the service authorization number issued on their approval letter generated 
from MMIS for submitting claims. For those providers that received a letter from DMAS’ Director of 
Medical Support or the Director of Program Operations, you will also receive a letter generated by the 
MMIS by March 31, 2012.  If the provider determines that the individual needs a continuance of that 
approved authorization, the request must be submitted to KePRO prior to the expiration of the initial 
authorized period. Providers are encouraged to submit the request within 30 days of the expiration date of 
the current approved time period. KePRO will receive all authorizations that have been performed by 
DMAS’ MSU, both denied and approved, that span past April 1, 2012. If a provider appeals any decision 
made by DMAS’ MSU, DMAS will act upon the appeal through to resolution. 
 
How to Find Out if Procedure Code Requires Service Authorization  
In order to determine if services need to be prior authorized, providers should go to the DMAS website:  
http://dmasva.dmas.virginia.gov and look to the right of the page and click on the section that says 
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Procedure Fee Files which will then bring you to this:        http://www.dmas.virginia.gov/pr-fee_files.htm     
You will now see a page entitled DMAS Procedure Fee Files.  The information provided there will help 
you determine if a procedure code needs prior authorization or if a procedure code is not covered by 
DMAS. 
To determine if a service needs Prior Authorization, you would then determine whether you wish to use 
the CSV or the TXT format.  The CSV is comma separated value and the TXT is a text format.  
Depending on the software available on your PC, you may easily use the CSV or the TXT version.  The 
TXT version is recommended for users who wish to download this document into a database application.  
The CSV Version opens easily in an EXCEL spreadsheet file.  Click on either the CSV or the TXT 
version of the file.  Scroll until you find the code you are looking for.  The Procedure Fee File will tell 
you if a code needs to be prior authorized as it will contain a numeric value for the PA Type, such as one 
of the following: 
 
00 – No PA is required 
01 – Always needs a PA 
02 – Only needs PA if service limits are exceeded 
03 – Always need PA, with per frequency. 
 
To determine whether a service is covered by DMAS you need to access the Procedure Rate File Layouts 
page from the DMAS Procedure Fee Files.  Flag codes are the section which provides you special 
coverage and/or payment information.  A Procedure Flag of “999” indicates that a service is non-covered 
by DMAS. 
 
Are You Ready for 300H Implementation?  
Item #300H of the 2011 General Assembly Appropriation Act requires all providers to submit claims 
electronically via Electronic Data Interchange (EDI) or Direct Data Entry (DDE), and receive payments 
via Electronic Funds Transfer (EFT) for those services provided to Medicaid enrollees.  If you are not 
already submitting claims electronically, please contact the EDI Helpdesk at 866-352-0766 for more 
information.  If you do not receive your payment by EFT, please contact Provider Enrollment Services as 
soon as possible at 888-829-5373.  The deadline for all providers to submit their claims electronically and 
receive payments by EFT is July 1, 2012.   
  
VIRGINIA MEDICAID WEB PORTAL  
DMAS offers a web-based Internet option to access information regarding Medicaid or FAMIS member 
eligibility, claims status, check status, service limits, service authorizations, and electronic copies of 
remittance advices.  Providers must register through the Virginia Medicaid Web Portal in order to 
access this information. The Virginia Medicaid Web Portal can be accessed by going to: 
www.virginiamedicaid.dmas.virginia.gov.  If you have any questions regarding the Virginia Medicaid 
Web Portal, please contact the ACS Web Portal Support Helpdesk, toll free, at 1-866-352-0496 from 8:00 
a.m. to 5:00 p.m. Monday through Friday, except holidays.  The MediCall audio response system 
provides similar information and can be accessed by calling 1-800-884-9730 or 1-800-772-9996.  Both 
options are available at no cost to the provider.  Providers may also access service authorization 
information including status via KePRO’s Provider Portal, effective October 31, 2011 at 
http://dmas.kepro.org/.  
 
ELIGIBILITY VENDORS 
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DMAS has contracts with the following eligibility verification vendors offering internet real-time, batch 
and/or integrated platforms.  Eligibility details such as eligibility status, third party liability, and service 
limits for many service types and procedures are available.  Contact information for each of the vendors is 
listed below. 
 

Passport Health 
Communications, Inc. 

www.passporthealth.com 
sales@passporthealth.com 

Telephone:  
1 (888) 661-5657 

SIEMENS Medical Solutions 
– Health Services 

Foundation Enterprise 
Systems/HDX 
www.hdx.com 

Telephone:  
1 (610) 219-2322 

Emdeon 
www.emdeon.com 

Telephone:  
1 (877) 363-3666 

 

 
 “HELPLINE”  
The “HELPLINE” is available to answer questions Monday through Friday from 8:00 a.m. to 5:00 p.m., 
except on holidays.  The “HELPLINE” numbers are:  

 
1-804-786-6273  Richmond area and out-of-state long distance 
1-800-552-8627  All other areas (in-state, toll-free long distance) 

 
Please remember that the “HELPLINE” is for provider use only.  Please have your Medicaid Provider 
Identification Number available when you call.  
 
 
 
Attachments: DMAS 363, DMAS 351, Prosthetics Checklist, Procedure Code List  
 



 
Outpatient Service Authorization Request Form 

DMAS/KePRO 
 

 
The information contained in this facsimile is legally privileged and confidential information intended only for use of the entity named above.  If the reader of this message is not the intended member, employee, 
or agent responsible for delivering this message, YOU ARE HEREBY NOTIFIED THAT ANY DISTRIBUTION OR COPYING OF CONFIDENTIAL INFORMATION IS STRICTLY PROHIBITED AND 
COULD SUBJECT YOU TO LEGAL ACTION.  If you received this in error, please notify KePRO by phone or fax at the appropriate number listed above, and destroy the misdirected document.  Thank you. 
 
DMAS 363 
Revised:  3/2012 

Page 1 of 9 

 

KePRO/DMAS now requires any Medicaid Provider submitting Service Authorizations using their National Provider Identifier (NPI) or 
Atypical Provider Identifier (API) to provide their 9 digit zip code.  If you do not know your 9 digit zip code then please visit: 

http://zip4.usps.com/zip4/welcome.jsp 
 

Submit fax request for Service Authorization to:  1-877–OKBYFAX (877-652-9329) 
Requests may be submitted up to 30 days prior to schedule procedures/services, provided Member is eligible. 

 
1.     Initial           Recertification           Change           Cancel Recert:   Enter previous SRV AUTH#. Change or Cancel: enter SRV AUTH# to be changed or 
canceled.  SRV AUTH #        

2.  Date of Request (mm/dd/yyyy)         /  /     3.  Review Type (check one if applicable) 
    Retrospective Prepayment Review (Date notified of eligibility   /  /    ) 

    Retroactive MCO disenrollment 

4.  Member Medicaid ID Number (12 digit Number): 
           
 

5.  Member Last Name: 
           

6.  Member First Name: 
           

7.  Date of Birth  
     (mm/dd/yyyy): 
         /  /     

8.  Gender: 
  Male 
  Female 

9.   
a.  NPI/API/Requesting Service Provider Name & ID Number:    
            
b.  9 digit Zip Code    (Mandatory) 
            

10.  Treatment Setting 
  Outpatient 
  Provider’s Office 
  Home 
  Intensive Outpatient 

 

11.   Primary  Diagnosis Code/ Description:  (enter up to 5) 
1.               2.        
 

3.               4.        
 

5.        
 

12.   
  a.  NPI/API/Referring Provider Name and ID Number:     
             
   b.  9 digit Zip Code 
                                             (Mandatory) 

13.   SRV AUTH Service Type: 
  0050 Outpatient Psych 
  0092 EPSDT/Orthotics/Chiropractic 
  0100 DME 
  0204 Outpatient Rehab 
  0303 Prosthetics 

 
  0450 MRI 
  0451 CAT 
  0452 PET 
  0500 Home Health 

 

14.   Severity of Illness (See instructions pertaining to each SRV AUTH service type):   
              
 
15.   Intensity of Services (See instructions pertaining to each SRV AUTH service type):  
              
 
16.   Additional Comments (See instructions pertaining to each SRV AUTH service type):    
              
 



 
Outpatient Service Authorization Request Form 

DMAS/KePRO 
 

 
The information contained in this facsimile is legally privileged and confidential information intended only for use of the entity named above.  If the reader of this message is not the intended member, employee, 
or agent responsible for delivering this message, YOU ARE HEREBY NOTIFIED THAT ANY DISTRIBUTION OR COPYING OF CONFIDENTIAL INFORMATION IS STRICTLY PROHIBITED AND 
COULD SUBJECT YOU TO LEGAL ACTION.  If you received this in error, please notify KePRO by phone or fax at the appropriate number listed above, and destroy the misdirected document.  Thank you. 
 
DMAS 363 
Revised:  3/2012 

Page 2 of 9 

 

 
 

Number 
17.  HCPCS/ 

CPT/ Revenue 
Code 

18.  Code Description 19.  Modifiers 
(if applicable) 

20.  Units 
Requested 

21.  
Actual 

Cost per 
Unit 

22.  
Frequency 

23.  Total Dollar 
Requested 24.  Dates of Service  

From 
(mm/dd/yyyy) 

Thru (mm/dd/yyyy) 

1.                                            /  /       /  /     

2.                                            /  /       /  /     

3.                                            /  /       /  /     

4.                                            /  /       /  /     

5.                                            /  /       /  /     

6.                                            /  /       /  /     

7.                                            /  /       /  /     

8.                                            /  /       /  /     

9.                                            /  /       /  /     

10.                                            /  /       /  /     

11.                                            /  /       /  /     

12.                                            /  /       /  /     

13.                                            /  /       /  /     

14.                                            /  /       /  /     

15.                                            /  /       /  /     

16.                                            /  /       /  /     

17.                                            /  /       /  /     

18.                                            /  /       /  /     

          25.  Contact Name:        

          26.  Contact Telephone Number:        

          27. Contact Fax Number:       



 
Outpatient Service Authorization Request Form 

DMAS/KePRO 
 

 
The information contained in this facsimile is legally privileged and confidential information intended only for use of the entity named above.  If the reader of this message is not the intended member, employee, 
or agent responsible for delivering this message, YOU ARE HEREBY NOTIFIED THAT ANY DISTRIBUTION OR COPYING OF CONFIDENTIAL INFORMATION IS STRICTLY PROHIBITED AND 
COULD SUBJECT YOU TO LEGAL ACTION.  If you received this in error, please notify KePRO by phone or fax at the appropriate number listed above, and destroy the misdirected document.  Thank you. 
 
DMAS 363 
Revised:  3/2012 
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Additional Information 

14.   Severity of Illness:    
      

15.   Intensity of Services:    
      

16.   Additional Comments:    
      

 



 
Outpatient Service Authorization Request Form 

DMAS/KePRO 
 

 
The information contained in this facsimile is legally privileged and confidential information intended only for use of the entity named above.  If 
the reader of this message is not the intended member, employee, or agent responsible for delivering this message, YOU ARE HEREBY 
NOTIFIED THAT ANY DISTRIBUTION OR COPYING OF CONFIDENTIAL INFORMATION IS STRICTLY PROHIBITED AND COULD 
SUBJECT YOU TO LEGAL ACTION.  If you received this in error, please notify KePRO by phone or fax at the appropriate number listed 
above, and destroy the misdirected document.  Thank you. 
 
DMAS 363 
Revised:  3/2012 
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INSTRUCTIONS FOR OUTPATIENT ELECTRONIC FAX FORM 
 
http://dmas.kepro.com  
www.dmas.virginia.gov  
 
This FAX submission form is required for faxed outpatient Initial Certification, Recertification, and Retrospective 
Reviews. When submitting the fax, please be certain that the cover sheet has a confidentiality notice included. 
 
Please be certain that all information blocks contain the requested information. Incomplete forms may result in the 
case being denied or returned via FAX for additional information. Only information provided on KePRO forms can 
be entered. Do not send attachments or non-KePRO forms. 
 
If KePRO determines that your request meets appropriate coverage criteria guidelines the request will be 
“tentatively approved” and transmitted to the DMAS Fiscal Agent for the final approval. Final approval is 
contingent upon passing remaining Member and provider eligibility/enrollment edits. The Service Authorization 
(SRV AUTH) number provided by the DMAS Fiscal Agent will be sent to you via U.S. mail process and will be 
available to providers registered on the web-based program Atrezzo Connect (http://dmas.kepro.com) within 24 
hours (or the next business day) if reviewed, approved, and transmitted to DMAS’ Fiscal Agent prior to 5:30 PM  
of that day.  
 

1. Request type:  Place a √ or X in the appropriate box.   

• Initial: Use for all new requests.  Resubmitting a request after receiving a reject would be an 
initial request also. 

• Recertification:  A request for continued services (items) beyond the expiration of the previous 
Service Authorization would be a recertification request. 

• Change: a change to a previously approved request; the provider may change the quantity of 
units, dollar amount approved (DME) or dates of service due to changes in delivery or 
rescheduling and appointment.  If additional units are requested for the same dates of service, 
enter the total number of units needed and not only the increased amount.  Any change request for 
increased services must include appropriate justification, including information regarding new 
physician orders.  The provider may not submit a “change” request for any item that has been 
denied or is pended. 

• Cancel: Use to cancel all or some of the items under one Service Authorization number.  An 
example of canceling all lines is when an authorization is requested under the wrong Member 
number. 

2. Date of Request: The date you are submitting the Service Authorization request. 

3. Review Type: Place a √ or X in the appropriate box. Please refer to the Provider Manuals regarding 
Retrospective review policy and procedure for detailed information regarding the services being 
requested.  If retrospective eligibility, enter the date that the provider was notified of retrospective 
eligibility.   

4. Member Medicaid ID Number: It is the provider’s responsibility to ensure the Member’s Medicaid 
number is valid. This should contain 12 numbers. 

5. Member Last Name: Enter the Member’s last name exactly as it appears on the Medicaid card. 

6. Member First Name: Enter the Member’s first name exactly as it appears on the Medicaid card. 
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7. Date of Birth: Date of birth is critically important and should be in the format of mm/dd/yyyy (for 
example, 02/25/2004). 

8. Gender: Please place a √ or X to indicate the sex of the member. 

9. a. NPI/API Requesting/Service Provider Name and ID Number: Enter the requesting/service 
provider name and ID number, national provider identifier or atypical provider identifier.  

b. 9 digit Zip Code (Mandatory): Providers must enter their 9 digit zip code to ensure their correct 
location is identified for the NPI/API number being submitted.   

10. Treatment Setting: Place a √ or X to indicate the place of service.  Outpatient Psych: Mark 
“Outpatient”.  

11. Primary Diagnosis Code/Description: Provide the primary diagnosis code and/or description 
indicating the reason for service(s).  You can enter up to 5 descriptions and ICD-9 codes. 

12. a. NPI/API Referring Provider Name and ID Number:  Enter the referring provider name and ID 
number, national provider identifier or atypical provider identifier for the provider requesting the 
service. 

b. 9 digit Zip Code (Mandatory): Providers must enter their 9 digit zip code to ensure their correct 
location is identified for the NPI/API number being submitted,   

13. SRV AUTH Service Type: Place a √ or X to indicate the category of service you are requesting.  For 
Chiropractic or Orthotics:  If Member is under 21 check “0092 EPSDT/Orthotics/Chiropractic”. 

14. Severity of Illness (Clinical indicators of illness including abnormal findings)*:  

• One of the most important blocks on the form is the Severity of Illness. Knowledge of the 
InterQual/DMAS criteria will be helpful to provide pertinent information.   

• Provide the clinical information of chief complaint, history of present illness, pertinent past 
medical history (supportive diagnostic outpatient procedures), abnormal findings on physical 
examination, previous treatment, pertinent abnormalities in laboratory values, X- rays, and other 
diagnostic modalities to substantiate the need for service and level of service requested. (Always 
include dates, types & results [with dimensions/% as appropriate]).   

• Service Type specific instructions: 

Outpatient Psych 

 

 

 

 

List all symptoms and behaviors supporting the need for outpatient 
psychiatric treatment.  Clinical documentation should address safety 
risks (immediate or potential), level of functioning, adequacy of support 
system and social factors.  For continued treatment, include clinical 
findings within the last five visits and progress towards treatment goals.  
Clinical updates should describe treatment compliance and any related 
changes to the individual’s psychosocial and medical status. 

DME  Provide all of the information listed in Section II of the CMN. 

Home Health -Rehab Describe the functional impairments, illness, injury and/or 
communication disorders that warrant treatment. 

Home Health –Skilled 
Nursing 

Describe specific orders for nursing. 
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Rehab 

 

Describe the functional impairments, illness, injury and/or 
communication disorders that warrant treatment. 

Prosthetics Describe the member’s functional limitations, device acceptance, 
psychological/therapeutic value, employment possibility and prosthetic 
device history. Provide all of the information listed in numbers 
15through 17 on the DMAS-4001 (Physician Certification of Need.) 

Out of State Services provided out of state for circumstances other than these 
specified reasons shall not be covered. 

1. The medical services must be needed because of a medical 
emergency;  

2. Medical services must be needed and the Member's health 
would be endangered if they were required to travel to his/her 
state of residence;  

3. The state determines, on the basis of medical advice, that the 
needed medical services, or necessary supplementary 
resources, are more readily available in the other state;  

4. It is the general practice for members in a particular locality to 
use medical resources in another state.  

See the applicable service type specific instructions above when 
requesting one of these services. 
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15. Intensity of Services (Proposed/Actual monitoring and therapeutic services)*:  

• This is another critical area of the form.  Knowledge of the InterQual/DMAS criteria will be 
helpful to provide pertinent information.   

• This field must include the treatment plan for the member.  List the services, procedures, or 
treatments that will be provided to the member.  

• Service Type specific instructions: 

 

Outpatient Psych 

 

Identify the treatment modality (i.e. individual, family, or group), 
number and frequency of sessions and anticipated duration of treatment. 

DME  Provide all of the information listed for each line item in Section III and 
IV of the CMN.  Include all items and not only those that require 
Service Authorization. (If there is no begin service date, list the 
physician’s signature date that is below Section III on pg. 1 and on pg.2 
of CMN if applicable. 

Home Health  Describe long term and short term goals with achievement dates. 

Home Health –Skilled 
Nursing 

Specific description of goals and achievement dates; Specific 
description of procedures, especially if requesting comprehensive visits; 
If requesting ongoing comprehensive visits, specify why goals have not 
been accomplished. 

Rehab 

 

Identify if the plan of care is a 60-day plan of care (acute) or an annual 
plan of care (non-acute); Describe the long term and short term goals 
with achievement dates; Documentation of meeting program goals. 

Prosthetics Provide all of the information listed in numbers 5through 14 on the 
DMAS-4001 (Physician Certification of Need.)  List the physician’s 
signature date, number 19 on the DMAS-4001. 
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Out of State Services provided out of state for circumstances other than these 
specified reasons shall not be covered. 

5. The medical services must be needed because of a medical 
emergency;  

6. Medical services must be needed and the Member's health 
would be endangered if they were required to travel to his/her 
state of residence;  

7. The state determines, on the basis of medical advice, that the 
needed medical services, or necessary supplementary 
resources, are more readily available in the other state;  

8. It is the general practice for members in a particular locality to 
use medical resources in another state.  

See the applicable service type specific instructions above when 
requesting one of these services. 

  

16. Additional Comments: This area must be used for further information and other considerations and 
circumstances to justify your request for medical necessity or the number of services.  Describe 
expected prognosis or functional outcome.  List additional information for each item to meet the 
criteria in the Regulations, DMAS Manual, and InterQual criteria (see SRV AUTH chapter in the 
DMAS Manuals).   

Outpatient 
Psych 

 

Confirm: psychosocial assessment completed; substance abuse and/or medication 
evaluations completed (if needed); and plan of care designed, signed, and dated by a 
Licensed Mental Health Provider (LMHP).   Indicate where the service is being 
provided (Mental Health Clinic, provider's office, home, or nursing home). 

 

17. HCPCS/CPT/Revenue Code: Provide the HCPCS/CPT/Revenue procedure code.  
 

NOTE: ***NEW*** Starting April 1, 2012, Providers w ith these Provider Types: 020 
(Physician), 023 (Nurse Practitioner), 052 (Federally Qualified Health Center), 053(Rural Health 
Clinic), or 095 (Out-of-State Physician) can submit request(s) for Outpatient Rehab services 
utilizing any of the following Revenue Codes: 

• 0420: Physical Therapy (P.T.)-General          – 1 Unit = 1 Visit 

• 0430: Occupational Therapy (O.T.)-General – 1 Unit = 1 Visit 

• 0440: Speech Language Pathology-General – 1 Unit = 1 Visit 

NOTE:  Providers please reference the Medicaid Memos for OP Rehab providers: 5/27/09, 
6/29/10 and new 3/2012 Memo (refers to 4/1/12 change) at this link: 
https://www.virginiamedicaid.dmas.virginia.gov/wps/portal/MedicaidMemostoProviders 
 
REMINDER FOR ALL OP REHAB PROVIDERS:  All Outpatien t Rehab service authorization 
(Srv Auth) requests will end on or prior to June 30th of each year.  On July 1st of each year, the 5 
service limits/units per discipline for Rehab agencies, CORFs, physicians, professionals and the 5 
service limits/visits per discipline for Hospitals is renewed in order to allow for the utilization of 
the 5 units/visits that do not require Srv Auth.  If a provider knows that the member will need 
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treatment beyond 5 visits, they must request Srv Auth through KePRO.  The Srv Auth request 
will start with the first date after the 5 units or visits have been utilized.  
 

18. Code Description: Provide the HCPCS/CPT/Revenue procedure code description.  For NEOP, 
provide the type of scan and location. 

19. Modifiers (if applicable):  Enter up to 4 modifiers as applicable.  DME providers enter modifier as 
appropriate based upon the Durable Medical Equipment and Supplies Listing/Appendix B found in the 
DMAS DME provider manual information. 

20. Units Requested: Based on physician’s orders, plan of care, or CMN provide the number of 
services/visits requested. Knowledge of InterQual/DMAS criteria will be extremely helpful. DME 
providers: Only identify the number of units’ necessary in excess of the established allowable for the 
time span requested.  Place numbers only in the Units Requested block.  Units requested as 2/2 months 
or 100/box/month or 7 days cannot be keyed and will be rejected.     

21. Actual Cost per Unit or Usual and Customary (DME providers only): Enter information in this 
column for codes identified in Appendix B as individual consideration (IC) or usual and customary.  
For IC, enter actual cost per unit less any incentives/discounts or reductions received from the 
manufacturer.  For items identified in Appendix B as usual and customary, enter the provider’s usual 
and customary charge to the generic public.  The provider must retain documentation supporting this 
dollar amount.  (Prosthetic providers only) for codes identified as individual consideration (IC), enter 
actual cost per unit less any incentives/discounts or reduction received from the manufacturer. The 
provider must retain documentation supporting this dollar amount.  

22. Frequency: Enter Frequency usage of Service requested 

23. Total Dollars Requested (DME providers only):  Enter the dollar amount requested for items listed 
as usual and customary or IC in the appendix B of the DMAS DME provider manual.  In the Appendix 
B, each code is listed with a set fee, as usual and customary or IC.  The Total Dollars Requested is the 
total for all units requested in that line.  For items listed as usual and customary enter your usual and 
customary charge to the general public.  For items listed as IC enter the dollar amount requested.  The 
provider must retain documentation supporting verification of cost (a manufacturer’s invoice, brochure 
with cost information from the manufacturer, cost estimate on letterhead from the manufacturer, etc.)  
This cost is per unit of the item being requested, e.g. 1ea, 1 pair, or 1 box of 100.  (Prosthetic 
providers only) enter the same dollar amount requested in number 21.  

24. Dates of Service: Indicate the planned service dates using the mm/dd/yyyy format.  The From and 
Thru date must be completed even if they are the same date. 

25. Contact Name: Enter the name of the person to contact if there are any questions regarding this fax 
form. 

26. Contact Telephone Number: Enter the phone number with area code of the contact name. 

27. Contact Fax Number: Enter the fax number with the area code to respond if there is a denial/reject. 
 
*Note: Incomplete data may result in the request being denied; therefore, it is very important that 
this field be completed as thoroughly as possible with the pertinent medical/clinical information. 
The purpose of Service Authorization is to validate that the service being requested is medically 
necessary and meets DMAS criteria for reimbursement.  Service Authorization does not 
automatically guarantee payment for the service; payment is contingent upon passing all edits 
contained within the claims payment process; the Member’s continued Medicaid eligibility; and the 
ongoing medical necessity for the service being provided. 
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KePRO/DMAS now requires any Medicaid Provider submitting Service Authorizations using their National Provider Identifier (NPI) or 
Atypical Provider Identifier (API) to provide their 9 digit zip code.  If you do not know your 9 digit zip code then please visit: 

http://zip4.usps.com/zip4/welcome.jsp 
 

Submit fax request for Service Authorization to:  1-877–OKBYFAX (877-652-9329) 
Requests may be submitted up to 30 days prior to schedule procedures/services, provided Member is eligible. 

 
1.     Original        Cancel         Change      Recert:   Enter previous SRV AUTH#.  Change or Cancel:  enter SRV AUTH# to be changed or canceled.  SRV AUTH #        
 

2.  Date of Request (mm/dd/yyyy)         /  /     3.  Review Type (check one if applicable) 
    Retrospective Prepayment Review (Date notified of eligibility   /  /    ) 
    Retroactive MCO disenrollment 

4.  Member Medicaid ID Number (12 digit Number): 
            
 

5.  Member Last Name: 
           

6.  Member First Name: 
           

7.  Date of Birth 
    (mm/dd/yyyy): 
       /  /     

8.  Gender: 
  Male 
  Female 

9.   
a.  NPI/API/Requesting Service Provider Name & ID Number:    
            
b.  9 digit Zip Code    (Mandatory) 
            

10.  Treatment Setting 
  Outpatient 
  Outpatient Hospital 
  Outpatient Clinic 
  Intensive Outpatient 

 

 
  Home                           
  Nursing Home 
  Ambulatory Surgical Ctr. 
   Provider’s Office     

11.   Primary  Diagnosis Code/ Description:  (enter up to 5) 
1.               2.        
 

3.               4.        
 

5.        
 

12.   
  a.  NPI/API/Referring Provider Name and ID Number:     
             
 
   b.  9 digit Zip Code 
                                             (Mandatory) 

13.   SRV AUTH Service Type: 
 

  0300 Organ Transplant 

  0302 Surgical Procedures 

  0304 Medical Device/Service 

 
 14.   Severity of Illness (See instructions pertaining to each SRV AUTH service type):   

              
 
15.   Intensity of Services (See instructions pertaining to each SRV AUTH service type):  
              
 
16.   Additional Comments (See instructions pertaining to each SRV AUTH service type):    
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Number 

17.  HCPCS/ 
CPT Code 

18.  Code Description 19.  Modifiers 
(if applicable) 

20.  Units 
Requested 

21.  
Actual 

Cost per 
Unit 

22.  
Frequency 

23.  Total Dollar 
Requested 

24.  Dates of Service  

From 
(mm/dd/yyyy) 

Thru                       
(mm/dd/yyyy) 

1.                                            /  /       /  /     

2.                                            /  /       /  /     

3.                                            /  /       /  /     

4.                                            /  /       /  /     

5.                                            /  /       /  /     

6.                                            /  /       /  /     

7.                                            /  /       /  /     

8.                                            /  /       /  /     

9.                                            /  /       /  /     

10.                                            /  /       /  /     

11.                                            /  /       /  /     

12.                                            /  /       /  /     

13.                                            /  /       /  /     

14.                                            /  /       /  /     

15.                                            /  /       /  /     

16.                                            /  /       /  /     

17.                                            /  /       /  /     

18.                                            /  /       /  /     

          25.  Contact Name:       

          26.  Contact Telephone Number:        

          27.  Contact Fax Number:       
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14.  Severity of Illness:    
      

15.   Intensity of Services:    
      

16.   Additional Comments:    
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INSTRUCTIONS FOR OUTPATIENT ELECTRONIC FAX FORM 
 
http://dmas.kepro.com  
www.dmas.virginia.gov  
 
This FAX submission form is required for faxed outpatient Initial Certification, Recertification, and Retrospective 
Reviews. When submitting the fax, please be certain that the cover sheet has a confidentiality notice included. 
 
Please be certain that all information blocks contain the requested information. Incomplete forms may result in the 
case being denied or returned via FAX for additional information. Only information provided on KePRO forms can 
be entered. Do not send attachments or non-KePRO forms. 
 
If KePRO determines that your request meets appropriate coverage criteria guidelines the request will be 
“tentatively approved” and transmitted to the DMAS Fiscal Agent for the final approval. Final approval is 
contingent upon passing remaining Member and provider eligibility/enrollment edits. The Service Authorization 
(SRV AUTH) number provided by the DMAS Fiscal Agent will be sent to you via U.S. mail process and will be 
available to providers registered on the web-based program Atrezzo Connect (http://dmas.kepro.com) within 24 
hours (or the next business day) if reviewed, approved, and transmitted to DMAS’ Fiscal Agent prior to 5:30 PM  
of that day.  
 

1. Request type:  Place a √ or X in the appropriate box.   

• Initial: Use for all new requests.  Resubmitting a request after receiving a reject would be an 
initial request also. 

• Recertification:  A request for continued services (items) beyond the expiration of the 
previous Service Authorization would be a recertification request. 

• Change: a change to a previously approved request; the provider may change the quantity of 
units, dollar amount approved (DME) or dates of service due to changes in delivery or 
rescheduling and appointment.  If additional units are requested for the same dates of service, 
enter the total number of units needed and not only the increased amount.  Any change 
request for increased services must include appropriate justification, including information 
regarding new physician orders.  The provider may not submit a “change” request for any 
item that has been denied or is pended. 

• Cancel: Use to cancel all or some of the items under one Service Authorization number.  An 
example of canceling all lines is when an authorization is requested under the wrong Member 
number. 

2. Date of Request: The date you are submitting the Service Authorization request. 

3. Review Type: Place a √ or X in the appropriate box. Please refer to the Provider Manuals regarding 
Retrospective review policy and procedure for detailed information regarding the services being 
requested.  If retrospective eligibility, enter the date that the provider was notified of retrospective 
eligibility.   

4. Member Medicaid ID Number: It is the provider’s responsibility to ensure the Member’s Medicaid 
number is valid. This should contain 12 numbers. 
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5. Member Last Name: Enter the Member’s last name exactly as it appears on the Medicaid card. 

6. Member First Name: Enter the Member’s first name exactly as it appears on the Medicaid card. 

7. Date of Birth: Date of birth is critically important and should be in the format of mm/dd/yyyy (for 
example, 02/25/2004). 

8. Gender: Please place a √ or X to indicate the sex of the member. 

9. a. NPI/API Requesting/Service Provider Name and ID Number: Enter the requesting/service 
provider name and ID number, national provider identifier or atypical provider identifier.  

b. 9 digit Zip Code (Mandatory): Providers must enter their 9 digit zip code to ensure their correct 
location is identified for the NPI/API number being submitted.   

10. Treatment Setting: Place a √ or X to indicate the place of service.  Outpatient Psych: Mark 
“Outpatient”.  

11. Primary Diagnosis Code/Description: Provide the primary diagnosis code and/or description 
indicating the reason for service(s).  You can enter up to 5 descriptions and ICD-9 codes. 

12. a. NPI/API Referring Provider Name and ID Number:  Enter the referring provider name and ID 
number, national provider identifier or atypical provider identifier for the provider requesting the 
service. 

b. 9-digit Zip Code (Mandatory):  Providers must enter their 9 digit zip code to ensure their correct 
location is identified for the NPI/API number being submitted,   

13. SRV AUTH Service Type: Place a √ or X to indicate the category of service you are requesting.  
Orthotics: If Member is under 21 check “Orthotics (EPSDT)”. 

14. Severity of Illness (Clinical indicators of illness including abnormal findings)*:  

• One of the most important blocks on the form is the Severity of Illness. Knowledge of the 
InterQual/DMAS criteria will be helpful to provide pertinent information.   

• Provide the clinical information of chief complaint, history of present illness, pertinent past 
medical history (supportive diagnostic outpatient procedures), abnormal findings on physical 
examination, previous treatment, pertinent abnormalities in laboratory values, X- rays, and other 
diagnostic modalities to substantiate the need for service and level of service requested. (Always 
include dates, types & results [with dimensions/% as appropriate]).   

• Service Type specific instructions: 
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Organ Transplant 

Pre-Transplant evaluations.  Full Vital Signs (Temperature, BP, P, RR, 
and Pulse Oximetry on Room Air) Abnormal Diagnostic Studies:  Labs, 
Imaging, EKG Results, Medications and/or IV fluids ordered.  Prior 
Outpatient Treatment Including Medications Prescribed in Last 72 
Hours, Functional and/or Cognitive Impairments. 

Please Describe Any Other Pertinent Information Related to this 
Service Authorization Request  

Surgical Procedures 

Surgical Procedure being requested.  Reason for the surgery.  Include 
any Pertinent Medical History.  Full Vital Signs (Temperature, BP, P, 
RR, Pulse Oximetry on Room Air) Abnormal Diagnostic Studies:  Labs, 
Imaging, EKG Results.  Prior Outpatient Treatment Including 
Medications Prescribed in Last 72 Hours, Medications and/or IV fluids 
ordered.  

 Please Describe Any Other Pertinent Information Related to this 
Service Authorization Request 

 

Medical 
Device/Services/Maintenance 

Provide all of the information listed for each line item in Section III and 
IV of the CMN.  Include all items and not only those that require 
Service Authorization. If there is no begin service date, list the 
physician’s signature date that is below Section III on pg. 1 and on pg.2 
of CMN if applicable.  Date of Injury/Illness/Surgery causing need for 
this service.  Level of Need ie. Acute or Chronic, Long/Short Term 
Goals, Rental or Purchase.  Describe what level of assistance is required 
for each impairment.  List specialized equipment the member requires. 
List Therapeutic Interventions (Medications, Nutrition and/or Adaptive 
devices Etc.). List Mobility, Endurance, and any Activity impairments 

Please Describe Any Other Pertinent Information Related to this 
Service Authorization Request 
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Out of State 

Services provided out of state for circumstances other than these 
specified reasons shall not be covered. 

1. The medical services must be needed because of a medical 
emergency;  

2. Medical services must be needed and the member's health 
would be endangered if they were required to travel to his/her 
state of residence;  

3. The state determines, on the basis of medical advice, that the 
needed medical services, or necessary supplementary 
resources, are more readily available in the other state;  

4. It is the general practice for members in a particular locality to 
use medical resources in another state.  

See the applicable service type specific instructions above when 
requesting one of these services. 

 

15. Intensity of Services (Proposed/Actual monitoring and therapeutic services)*:  

• This is another critical area of the form.  Knowledge of the InterQual/DMAS criteria will be 
helpful to provide pertinent information.   

• This field must include the treatment plan for the member.  List the services, procedures, or 
treatments that will be provided to the member.  

• Service Type specific instructions: 

 

16. Additional Comments: This area must be used for further information and other considerations      
and circumstances to justify your request for medical necessity or the number of services.  Describe 
expected prognosis or functional outcome.  List additional information for each item to meet the 
criteria in the Regulations, DMAS Manual, and InterQual criteria (see SRV AUTH chapter in the 
DMAS Manuals).   

17. HCPCS/CPT Code: Provide the HCPCS/CPT procedure code.  

18. Code Description: Provide the HCPCS/CPT/procedure code description.   

19. Modifiers (if applicable):  Enter up to 4 modifiers as applicable.  DME providers enter modifier as 
appropriate based upon the Durable Medical Equipment and Supplies Listing/Appendix B found in the 
DMAS DME provider manual information. 
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20. Units Requested: Based on physician’s orders, plan of care, or CMN provide the number of 
services/visits requested. Knowledge of InterQual/DMAS criteria will be extremely helpful. DME 
providers: Only identify the number of units’ necessary in excess of the established allowable for the 
time span requested.  Place numbers only in the Units Requested block.  Units requested as 2/2 months 
or 100/box/month or 7 days cannot be keyed and will be rejected.     

21. Frequency: Enter Frequency usage of Service requested 

22. Dates of Service: Indicate the planned service dates using the mm/dd/yyyy format.  The From and 
Thru date must be completed even if they are the same date. 

23. Contact Name: Enter the name of the person to contact if there are any questions regarding this fax 
form. 

24. Contact Telephone Number: Enter the phone number with area code of the contact name. 

25. Contact Fax Number: Enter the fax number with the area code to respond if there is a denial/reject. 

 

*Note: Incomplete data may result in the request being denied; therefore, it is very important that 
this field be completed as thoroughly as possible with the pertinent medical/clinical information. 
 
The purpose of Service Authorization is to validate that the service being requested is medically 
necessary and meets DMAS criteria for reimbursement.  Service Authorization does not 
automatically guarantee payment for the service; payment is contingent upon passing all edits 
contained within the claims payment process; the Member’s continued Medicaid eligibility; and the 
ongoing medical necessity for the service being provided. 

 
 
 
 
 
 
 
 
 
 
 



New:   2/2012 

Prosthetic Device Service Authorization Information Checklist 

Service Type:  0303 
Provide Physician Signature Date on CMN (DMAS 4001):    /  /     (mm/dd/yyyy) 
Provider Contact Name and Phone Number:         Telephone    -   -     
Is this a Retro Review:    Yes    No  
 

1. Diagnosis:        

2. Member’s Height and Weight:  Height    Feet      Inches   Weight       Pounds 

3. Date and Reason for Original Amputation:    /  /     (mm/dd/yyyy).  Reason:         

4. Describe Member’s Functional Limitations:        

5. Enter a comment regarding acceptance of the device by the member.         

6. Enter psychological and /or therapeutic value expected for the member.        

7. Enter Employment possibility.        

8. Enter Prosthetic Device History.        

9. Are other amputations anticipated within the next twelve months?    Yes    No.  If Yes, 
please explain:        

10. If this member has undergone a lower extremity amputation, please include the date the member 
last ambulated:    /  /     (mm/dd/yyyy) 

11. List any current significant medical conditions and their present treatments, e.g. arthritis, vascular 
disease, neuropathy, diabetes.        

12. Is the member’s cognitive and physical status sufficient to enable learning the use of prosthesis?  
  Yes    No 

13. If the member has had a prosthetic limb, why does it need to be replaced or repaired?        

14. Additional medical justification needed for special prosthetic components, e.g. lightweight 
equipment, special terminal devices, modified sockets, modified feet, etc.        

15. Indicate strength testing of all extremities, including range of motion across all joints, including the 
contralateral limb:        

16. Are there any signs on examination consistent with vascular disease in the contralateral limb? 
Document the present condition and viability of the contralateral limb.        

17. Are there any conditions that would preclude or delay the use of prosthesis, i. e., edema, open 
wound, contractures or poor skin viability?    Yes    No 

18. List Actual Cost for prosthesis and/or special prosthetic components:  $       

 
















































































